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I. EXECUTIVE SUMMARY 
Introduction to the CBHI Study 
 
The CBHI Outpatient Hub Services Evaluation was conducted as part of an 
ongoing effort to evaluate, monitor, and improve quality of care delivered in 
accordance with the Children’s Behavioral Health Initiative (CBHI).  This 
evaluation is a comprehensive study of the extent to which OP Hub services 
comply with CBHI’s goal of providing youth with a wide range of community-
based services that are designed to keep youth in the community.  The 
Massachusetts Behavioral Health Partnership (MBHP), in collaboration with 
Consumer Quality Initiatives (CQI), completed this evaluation on behalf of the 
Executive Office of Health and Human Services (EOHHS). 
 
The purpose of this study was to evaluate:  
• the extent to which OP Hub services are successfully functioning as a Hub, 
including coordinating care and facilitating access to other medically 
necessary behavioral health services; and  
• the extent to which caregivers of CBHI–eligible youth judge the services 
as being coordinated and supporting the needs of their youth and families.  
 
Toward this end, this evaluation presents findings from multiple data sources in 
an attempt to examine the twofold objective of OP Hub service range and 
adequacy, as well as the caregivers’ perspective and experience with regard to 
providers’ responsiveness to the needs of the youth and family. 
 
For this study, MBHP pulled the claims data for a population of members that 
meet the following criteria: 
• Uninterrupted eligibility between 12/1/2012 and 11/30/2013; 
• Under the age of 21 years as of 11/30/2013; and 
• Eight (8) or more outpatient visits uninterrupted by ICC or IHT claims 
between 12/1/2012 and 11/30/2013. 
 
There were a total of 8,822 members who met these criteria.  From this 
population of members, MBHP selected a random sample of 50 members to 
include in the data gathering for this study. 
 
For these 50 youth members who had Outpatient services as their only CBHI 
Hub during the study timeframe, data for this study were collected from four 
sources: claims data, caregiver survey, OP therapist survey, and medical record 
audit.  This report, Executive Summary and Recommendations, presents a high-
level analysis of all four data sources and makes recommendations for 
improvements in CBHI service delivery, based on this analysis.  A second 
document, Report of Survey Findings, presents the quantitative and qualitative 
findings from three surveys: caregivers, therapists, and medical records.  All 
question-related comments, offered by both caregivers and OP therapists, are 
included in Appendix A of the Report of Survey Findings. 
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Data Sources for the Study 
 
This report, the CBHI OP Therapy Hub Services Evaluation: Executive Summary 
and Recommendations, presents an analysis of four data sources for this 
evaluation of CBHI OP Therapy Hub services.  The four data sources included in 
this analysis are:  
• Service claims for the 8,822 youth members who were eligible for 
inclusion in this study, with a breakout of the claims for the 50 members 
who were randomly selected to be part of the study cohort 
• A survey of 50 caregivers for the youth selected in the random sample 
• A survey of the 50 OP Hub therapists who provided services to the youth 
in the random sample  
• A medical record audit of the provider charts that documented service 
activities for the 50 youth included in the random sample 
 
The detailed information gathered from the caregiver and therapist surveys, as 
well as the medical records audit, are included in the report CBHI OP Therapy 
Hub Services Evaluation: Study Findings.  This report, Executive Summary and 
Recommendations, presents a claims-based comparison of the 50 youth 
members who were included in this study with the full population of 8,822 youth 
members who were eligible for inclusion in this study.  Following the claims 
analysis, this report presents a synthesis of, and draws conclusions from, the 
Study Findings report.  Based on this analysis, recommendations are made for 
improving the quality of Outpatient Therapy Hub-services.     
 
Time Periods for the Four Data Sources 
 
For each of the 50 youth in the study sample: 
• MBHP’s claims data for services provided with uninterrupted eligibility 
from 12/01/2012 through 11/30/2013. 
• Caregiver surveys were administered by CQI between the dates of 
05/30/2014 and 08/21/2014. 
• OP therapist interviews were administered by MBHP’s Youth Regional 
Network Managers (YRNMs) between the dates of 06/25/14 and 
09/24/2014. 
• Medical record reviews were conducted by MBHP’s YRNMs between the 
dates of 06/25/14 and 09/24/2014. 
 
A Note about Survey Methodology 
 
The survey responses for both caregivers and therapists were gathered through 
face-to-face sessions with trained interviewers.  During the interview sessions, 
the caregivers and therapists responded to the survey questions based on their 
memory of events related to services that were provided as long as 20 months 
prior to the date of the survey interview.  The time period for this study was 
12/01/12 to 11/30/13.  The caregiver and therapist interviews occurred during the 
summer of 2014.  
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Given that caregivers and therapists were recalling specific service events from a 
look-back period ranging from of 6 to 20 months, and given that many of these 
youth received OP therapy services both before and after the one-year survey 
time parameters, there are discrepancies in the answers to some questions, such 
as counts of how many youth received specific services during the time 
parameters of the study.  To the extent possible, the study reviewed actual 
counts of service utilization gathered from MBHP’s service claims data for the 50 
randomly selected youth during the study period (12/01/12 – 11/30/13).  
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II. CLAIMS ANALYSIS 
 
The claims analysis that follows: 
 
1. Compares the 50 member sample to the total population of members with 
OP as a Hub during the same period, to determine if the sample is 
representative; 
2. Compares the level of clinical risk for all members with an OP Hub to the 
level of clinical risk for members with an ICC Hub;  
3. Describes services used by the 50 member sample; and 
4. Describes the use of collateral contacts, case consultation and family 
consultation by the 50-member sample and all members with OP as a Hub 
during the same period. 
 
As noted, 8,822 youth members were found to be eligible for inclusion in this 
study.  Eligibility was determined by these criteria:  
 
• Services were received with uninterrupted eligibility from 12/01/2012 
through 11/30/2013  
• Youth members were under the age of 21 as of 11/30/2013 
• Youth members must have eight (8) or more outpatient visits uninterrupted 
by ICC or IHT claims between 12/1/2012 and 11/30/2013 
 
From this population base of 8,822 youth members, 65 members were selected 
as candidates for inclusion, and based on current contact information and 
availability of both caregivers and therapists, this list of 65 members was 
narrowed to 50 members who became the study members. 
 
Comparability of 50 Member Sample to the Total Population of 
Members with Outpatient Hub 
 
The random sample of 50 members represents a small portion of the overall 
population of 8,822 members whose outpatient therapist is their Hub provider.  
With a small sample of 50 members, an important question is whether the 
sample is representative of the larger member population.  Based upon the 
analysis that follows, it appears that the sample is a reasonably accurate 
representative of the much larger population of members.  For each metric in 
Table 1, the sample and the population show roughly comparable data: 
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Table 1: Comparison of the Member Sample vs. Total Population with OP 
as Their Hub 
 50-Member Sample 
(N = 50) 
Total OP Hub-Eligible 
Population 
(N = 8822) 
Average age of members 12.4 years 13.5 years 
Pct. of male/female members M = 48% / F = 52% M = 55% / F = 45% 
Average # of OP visits 17.9 visits 17.8 visits 
Pct. of members with individual tx 100% 96% 
Pct. of members with group tx 8% 7% 
Pct. of members with family tx 44% 41% 
Pct. of members with med visits 44% 40% 
Pct. of members with MCI 14% 7% 
Pct. of members with Inpatient 0% 1.7% 
Pct. of members with 
ICBAT/CBAT 
0% 1.4% 
 
Given the comparability of the randomly selected sample with the overall 
member population, it is likely that the findings from this study about the sample 
members can be generalized to all youth members who received outpatient (OP) 
as their CBHI Hub service.  This assumption is supported by statistical testing, 
which shows that the differences in service utilization between the 50-member 
random sample and the full OP Hub population are not statistically significant (p 
< .05). 
 
Level of Risk Comparison for Members with an Outpatient Hub 
vs. Intensive Care Coordination (ICC) Hub  
 
One definition of clinical risk is the extent to which a youth member population 
accesses higher levels of care.  By that criterion, a comparative claims analysis 
demonstrated that youth members with outpatient (OP) as their Hub are clinically 
different from youth members with ICC as their Hub.  Table 2 presents an 
analysis of claims data for 875 members who were under 21 years of age and 
who had 350+ units of ICC between 12/1/2012 and 11/30/2013.  This ICC group 
was compared to the OP Hub group with respect to a history of access to higher 
levels of care.  
Table 2: Comparison of Members with OP Hub versus Members with ICC 
Hub 
Members Using 
Service 
OP Hub  
N = 8822 
ICC 350+ Units 
N = 875 
Significance* 
 No. Pct. No. Pct.  
Psych Inpatient 151 1.7% 174 19.9% p < .00001 
MCI 613 6.9% 426 48.7 p < .00001 
ICBAT/CBAT 128 1.5% 267 30.5% p < .00001 
>2 Med Visits 2587 29.3% 463 53.0% p < .00001 
*Z-Test for 2 Population Proportions 
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As Table 2 demonstrates, members with an ICC Hub are at far greater clinical 
risk than members with an Outpatient Hub.  This difference in the risk levels of 
members in the OP Hub compared to ICC Hub is highly statistically significant  
(p < .00001).  For the purposes of this study, the conclusion is that outpatient 
service is the appropriate level of care for members in the OP Hub group. 
 
Services Used by the 50-Member Sample 
 
Table 3 shows that all 50 (100%) received individual therapy, 22 (44%) received 
family therapy, four (4) members (8%) attended group therapy, and 22 (44%) had 
medication visits.  Twenty-two members (44%) received both individual therapy 
and family therapy, and 10 (20%) received three outpatient treatment modalities: 
individual therapy, family therapy, and medication treatment. 
Table 3: Outpatient Hub Service Utilization 
 
 
Count of 
50 Youth 
Pct. of 50 
Youth 
Individual psychotherapy 50 100% 
Family therapy 22 44% 
Group therapy 4 8% 
Two OP therapy types: individual and family therapy 22 44% 
Three OP therapy types: individual, family, and meds 
treatment 10 20% 
Medication management (psychiatrist or non-psychiatrist 
prescriber) 22 44% 
 
Table 4 shows that, in addition to an intensive use of outpatient treatment, a 
relatively small percentage of members also made use of other CBHI services.  
The most frequently used CBHI service by youth members receiving outpatient 
treatment is Therapeutic Mentoring, with 12 members (24%) using that service.  
Mobile Crisis Intervention services were used by seven (7) (14%) members while 
in OP treatment.  None of the 50 members in the sample group used In-Home 
Behavioral Services or Family Support and Training.  One (1) member used ICC 
with FS&T and four (4) members used IHT, either before or after the period of 
outpatient treatment.  
Table 4: Utilization of Other Hub-Dependent CBHI Services 
 
 
Count of 
50 Youth 
Pct. of 50 
Youth 
Therapeutic Mentoring (TM) 12 24% 
Mobile Crisis Intervention (MCI) 7 14% 
In-Home Behavioral Services (IBHS) 0 0% 
Family Support and Treatment (FS&T) 0 0% 
 
A further analysis of Table 4 shows that only seven (7) members (14%) required 
the use of MCI, and six (6) out of these seven (7) members had only one MCI 
episode.  This pattern of service usage is consistent with the clinical risk criteria, 
which specify that members in the OP Hub are not a high-risk population. 
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Table 5 shows number and percentage of youth who received their OP Therapy 
Hub services in outpatient clinics that also provide CBHI services (that is, multi-
CBHI service providers).  These clinics would likely know about and refer the 
youth in their care to other CBHI services, as needed.  
Table 5: Members Served by Multi-CBHI Service Providers 
 
 
Count of 
50 Youth 
Pct. of 50 
Youth 
OP therapy and IHT 29 58% 
OP therapy and ICC 20 40% 
OP therapy and TM 32 64% 
OP therapy and MCI 13 26% 
OP therapy and IHBS 15 30% 
OP therapy and FS&T 24 48% 
MassHealth Service Benefits: Collateral Contacts, Case 
Consultation, Family Consultation 
 
In addition to a range of CBHI services available to eligible youth with Outpatient 
Therapy as their Hub service, clinical support services (such as collateral 
contacts, case consultation, and family consultation) are important for expanding 
the scope and comprehensiveness of clinical needs assessments, treatment 
planning, and care coordination.  A definition of these clinical support services is 
as follows: 
 
Collateral Contacts 
A collateral contact is defined as a face-to-face or telephonic exchange lasting at 
least 15 minutes between the outpatient behavioral health provider of a member 
under 21 years of age and an individual or agency representative for the purpose 
of coordinating and supporting the treatment plan for that member’s care.  The 
following is a list of typical collateral contacts: teachers, principals, primary care 
clinicians, guidance counselors, day care provider staff, previous therapists, 
attorneys or other staff from the courts, state agencies, social service agencies, 
outreach programs, after-school programs, community centers, and behavioral 
health providers at another level of care such as inpatient providers.  
 
Case Consultation 
Case consultation is a scheduled telephonic or in-person meeting between the 
clinician and other clinicians or collateral contacts on behalf of the member for 
any of the following medically necessary purposes:  
• Treatment coordination  
• Aftercare planning  
• Treatment planning  
• Assessment of appropriateness of additional or alternative treatment  
• Clinical consultation (which does not include supervision or team meeting 
discussions)  
• Second clinical opinion  
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• Termination planning  
 
Family Consultation 
Family consultation is a scheduled telephonic or in-person meeting on behalf of 
the member for any of the following medically necessary purposes:  
• Treatment coordination  
• Aftercare planning  
• Treatment planning  
• Assessment of the appropriateness of additional or alternative treatment  
• Termination planning  
 
For these purposes, “Family” includes the mother, father, adoptive parent(s), 
foster parent(s), kinship parents or anyone else the member identifies as family. 
 
The majority of Outpatient Therapy Hub-only youth who were included in this 
study (N = 8,822) received one or more clinical support services that included 
collateral contacts, case consultation, and/or family consultation.  Table 6 shows 
the rates of service access for the full population of OP Hub-only youth.  
Table 6: Total OP Hub Population (N = 8,822) Receiving Collateral Contacts 
and/or Consultations 
 No. of Members 
Pct. Of 
Members 
No. of 
Service 
Units 
Service 
Units 
per Member 
Collateral Contacts 826 9% 5,504 6.7 
Case Consultation 3,570 40% 48,762 13.7 
Family Consultation 3,659 41% 44,166 12.1 
 
Based on the data represented in Table 6, a total 59% of the OP Hub-only youth 
(5,206 of 8,822 youth) received one or more of the services that included 
collateral contact, case consultation, and/or family consultation. 
 
Table 7 shows the range of clinical support services (collateral contacts, case 
consultation, family consultation) for the 50 randomly selected youth who were 
included in this study.  As seen in previously tables, the service utilization of the 
randomly sampled youth (N = 50) is comparable to the service utilization of the 
full OP therapy-only youth population (N = 8,822). 
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Table 7: Random Sample OP Hub-Only Youth (N = 50) Receiving Collateral 
Contacts and/or Consultations 
 No. of Members 
Pct. Of 
Members 
No. of 
Service 
Units 
Service 
Units 
per Member 
Collateral 
Contacts 6 12% 11 1.8 
Case 
Consultation 21 42% 268 12.8 
Family  
Consultation 26 52% 238 9.2 
 
As similar to the full youth population, a total 68% of the OP Hub-only youth (34 
of 50 youth) received one or more of the services that included collateral contact, 
case consultation, and/or family consultation.  
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III. SURVEY ANALYSIS 
Section A. Informing Caregivers about Services and Facilitating 
Access 
 
What was the tenure with the therapist and frequency of outpatient visits?  
 
The youth in the sample population experienced a long tenure with their OP Hub 
therapist, with 40% seeing the therapist between one and two years, and 50% 
seeing the therapist for three to four years.  Regarding the number of sessions 
with the OP therapist, one of the criteria for youth to be included in the survey 
was at least eight continuous OP sessions.  According to caregivers’ estimates, a 
majority of the 50 youth (62%) met with their OP Hub therapist between 50 and 
200 times. 
 
Were caregivers informed by therapists regarding the availability of 
assistance and supports?  
 
The majority of the 50 caregivers (52%) report that they discussed with their 
therapists the type of assistance or support the therapists could provide. 
Generally, the caregivers learned about services and supports through individual 
sessions and family meetings with therapist.  Of the 50 caregivers who 
commented on this question, none were critical of the therapist with regard to 
information sharing. 
 
The therapists gave a higher estimate (86%) of their having informed the 
caregivers about the availability of supports.  Based on the comments by both 
caregivers and therapists, there is often no clearly defined start of the service 
relationship.  The caregivers for many of the youth have worked previously with 
other service professionals, such as agency caseworkers, primary care 
practitioners, and behavioral health staff from other levels of care.  Some 
caregivers could not recall from whom they learned about services. 
 
Because the current process of informing caregivers is relatively informal, this 
process could be improved by creating a more structured protocol that includes 
the availability of educational materials to give to the caregivers. 
 
There was more agreement between caregivers and therapists regarding the role 
of the therapist in helping caregivers to access services for their youth.  The 
majority of both caregivers and therapist (78%) reported that the caregiver was 
informed about the therapists’ role in accessing services.  Still, nearly one quarter 
(22%) of caregivers indicated that they were not informed or were unsure about 
being informed.  Again, a more structured introduction protocol could improve 
these rates. 
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Were caregivers provided assistance with service coordination and access, 
including state agency coordination?  
 
A majority of caregivers were informed by the outpatient therapist that the 
therapist could help coordinate services when there were multiple service 
providers, state agencies, and/or school personnel involved (caregivers report 
68%; therapists report 78%).  A majority of the caregivers (66%) said that the 
therapist actually assisted them in accessing support to services and 
coordinating services with state agencies.  
 
If coordination was not provided, would this have been helpful?  
 
Of the 16 caregivers who said that service coordination support was not provided, 
these 16 were asked if this coordination support would have been helpful.  Only 
three (3) of 16 (19%) indicated that this would have been helpful.  The other 13 
caregivers said that they did not need this kind of support (63%), and they were 
unsure about this question (18%).  For this question, then, only three (3) of the 
50 caregivers (6%) reported that they did not receive the assistance they needed 
with service coordination and/or state agency interface. 
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Section B. Areas of Need for Resources and Service Access 
 
In the Integrated Report of Survey Findings, Section B asks about the caregivers’ 
need for assistance in accessing services and supports in 13 areas of need.  A 
follow-up question asks whether the needed assistance was provided.  These 
two questions were asked of both caregivers and therapist.  There were 
additional questions asking both parties to explain their answers about receiving 
(or not receiving) assistance. 
 
In the 13 tables that follow, the responses for the two primary questions in 
Section B are summarized showing the numeric count of how many youth 
needed assistance and how many received assistance, according to the recall of 
both caregivers and therapists. 
 
As an example of interpreting these tables, consider Table B1.  This table shows 
that the caregivers for 19 of 50 youth needed assistance in obtaining services.  
Of those 19 in need (out of 50 total), 16 caregivers reported receiving the needed 
services (out of 19 total).  Conversely, 24 of 50 therapists reported that their 
caregivers needed assistance, and therapist reported providing the needed 
assistance to 23 of the 24 caregivers who needed it. 
 
Table B.1. Obtaining services for youth # Needing Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 19 16 
Therapist report of providing assistance 24 23 
 
Table B.2. Managing the youth’s behavior at 
home or in the community 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 23 22 
Therapist report of providing assistance 41 38 
 
Table B.3. Filing the youth’s prescription and 
resolving prescription problems 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 3 3 
Therapist report of providing assistance 4 4 
 
Table B.4. Managing behavioral or emotional 
crisis situations 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 21 19 
Therapist report of providing assistance 21 21 
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Table B.5. Accessing primary medical care for 
youth 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 4 3 
Therapist report of providing assistance 4 4 
 
Table B.6. Handling admissions and 
discharges from psychiatric inpatient or 
CBAT settings 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 1 1 
Therapist report of providing assistance 2 2 
 
Table B.7. Accessing other mental health care 
for youth 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 11 10 
Therapist report of providing assistance 21 18 
 
Table B.8. Improving the youth’s social skills 
and functioning in the community 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 25 25 
Therapist report of providing assistance 40 35 
 
Table B.9. Care coordination with state 
agencies 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 6 6 
Therapist report of providing assistance 11 7 
 
Table B.10. Communicating with multiple 
treatment professionals 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 4 4 
Therapist report of providing assistance 9 6 
 
Table B.11. Monitoring the effectiveness of 
prescribed psychiatric medicines 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 7 7 
Therapist report of providing assistance 8 7 
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Table B.12. Accessing support from another 
parent, caregiver, and/or support group 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 10 7 
Therapist report of providing assistance 8 4 
 
Table B.13. Other needs not included in topics 
B.1 – B.12 
# Needing 
Assistance 
# Receiving 
Assistance 
Caregiver report of needing assistance 10 5 
Therapist report of providing assistance 3 3 
 
Upon review of these 13 areas of need, it is apparent that therapist reported 
higher numbers of caregivers who both needed assistance and received 
assistance.  For some areas of need (such as B3, resolving prescription issues), 
the differences in reporting are small.  In others (such as B8, improving youth’s 
social skills in the community), the differences are large.  These differences may 
be attributable to therapists identifying great needs for the youth than were 
identified by the caregivers.  Another explanation (which doesn’t negate the 
previous explanation) is that some questions in this section were more specific 
than others.  For example, B3 specifically asks about medication management, 
which involved relative few youth, whereas B8 is a much broader question, 
asking about the youth’s social skills and functioning in the community. 
 
Although there were discrepancies between the caregivers’ and therapists’ 
reports of needs and needs met, the numbers show that the large majority of 
caregivers who expressed a need for services did receive those needed services 
by or through their OP therapist. 
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Section C. Familiarity with CBHI Services  
 
In this section, therapists were asked about their familiarity with six CBHI 
services.  The following table shows the number and percent of therapist who 
affirmed their familiarity with the services.  In Tables C1 and C2, note that the 
rows are sorted by percentage of familiarity. 
Table C.1 Therapists’ Familiarity with CBHI Service 
 Number Percent 
In-Home Therapy (IHT) 49 98% 
Therapeutic Mentor (TM) 49 98% 
Intensive Care Coordination (ICC) 47 94% 
Mobile Crisis Intervention (MCI) 47 94% 
Family Support and Training (FS&T)/Family 
Partner 
46 92% 
In-Home Behavioral Services (IHBS) 44 88% 
 
Caregivers were asked this question about CBHI service familiarity in Sections D 
and E, but their responses are shown here with the therapists’ responses for the 
sake of comparison.  Note that the rows are sorted by percentage of familiarity. 
Table C.2 Caregivers’ Familiarity with CBHI Service 
 Number Percent 
In-Home Therapy (IHT) 39 78% 
Therapeutic Mentor (TM) 34 68% 
Mobile Crisis Intervention (MCI) 33 66% 
In-Home Behavioral Services (IHBS) 20 40% 
Intensive Care Coordination (ICC) 18 36% 
Family Support and Training (FS&T)/Family 
Partner 
13 26% 
 
Regarding therapists’ familiarity with CBHI services, this analysis shows that the 
large majority of OP therapists are familiar with the range of CBHI services. 
However, some services are better known than others; notably, only 88% were 
familiar with IHBS and 92% were familiar with FS&T.  While these percentages 
are still high, it is important that 100% of the therapists are equally familiar with 
each of the six CBHI services. 
 
The table reporting caregivers’ familiarity with CBHI services shows that 
caregivers are under-informed about CBHI service.  It may be unrealistic to 
expect 100% of the caregivers to be fully familiar with all CBHI services. However, 
these findings point to the importance of developing an improved protocol for 
therapists to educate caregivers about the range of CBHI service options for their 
youth. 
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Sections D and E. CBHI Services: Need, Access, and Utilization 
 
This analysis combines the information presented in both Sections D and E in the 
Report of Survey Findings.  In the analysis that follows, the perspectives and 
experiences of caregivers and OP therapists are compared relative to four 
questions: 
• Which CBHI services were utilized in addition to OP therapy? 
• Was there sufficient communication between the OP therapist and the 
CBHI service provider? 
• Was the communication between the OP therapist and the CBHI service 
provider helpful to the youth and caregiver? 
• If the youth did not receive CBHI service beyond OP therapy, might those 
services have been helpful? 
 
As has been previously noted, the analysis of the caregivers’ and therapists’ “yes” 
responses to these four question is based on their recall regarding services that 
may have been provided as long as 20 months prior to the date of the survey 
interview.  The time period for this study was 12/01/12 to 11/30/13.  The 
caregiver and therapist interviews occurred during the summer of 2014. 
 
Given that specific service events are being recalled from a look-back period of 6 
to 20 months, the study reviewed actual service utilization   reported by MBHP’s 
service claims data for the 50 randomly selected youth during the study period 
(12/01/12 – 11/30/13).  (Refer to Tables D-E.1 and D-E.2.) 
 
Table D-E.1 show the utilization of two services (ICC and IHT), both of which are 
CBHI Hub services that are intended to address higher levels of clinical risk than 
the OP Hub.  One criterion for the selection of the 50 youth included in the 
sample population was that the 50 youth receive neither ICC nor IHT services 
during the study period.  By this criterion, the “claims count” in Table D-E.1 is 
appropriately “zero” (0).  However, several caregivers and therapists reported 
that their youth received ICC or IHT.  The likely explanation for these caregiver 
and therapist response is that they were recalling ICC or IHT services that had 
been provided either before or after the study period (12/01/12 - 11/30/13).  It is 
notable that, for both ICC and IHT, the therapists recalled more youth having 
accessed one of these services than did the caregivers.  
Table D-E.1 Utilization of ICC and IHT Hub Services 
Service Utilization Claims Count 
Caregivers’ 
Youth Count 
Therapists’ 
Youth Count 
Intensive Care Coordination (ICC) 0 1 3 
In-Home Therapy (IHT) 0 4 7 
 
The claims count in Table D-E.2 references the data presented in Table 4 (see 
Section A, above).  Table D-E.2 compares the caregivers’ and therapists’ 
recollection of CBHI service utilization to the actual utilization of services during 
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the study period.  As noted earlier, the caregivers and therapists could be 
recalling service utilization that was outside the time parameters of the study. 
With that factor in mind, the claims count of actual service utilization has a 
generally positive correlation to the caregiver and therapist recollection of service 
utilization.  Within the parameters of the actual and recalled service utilization, it 
is clear that TM is the most frequently utilized service (24% by claims count) in 
addition to OP therapy, followed by MCI (14% by claims count).  IHB and FS&T 
(Family Partner) had no utilization within the study period by claims count. 
Table D-E.2 Utilization of OP Hub Dependent Services 
Service Utilization Claims Count 
Caregivers’ 
Youth 
Count 
Therapists’ 
Youth 
Count 
Therapeutic Mentoring (TM) 12 14 15 
Mobile Crisis Intervention (MCI) 7 3 9 
In-Home Behavioral Services (IBHS) 0 1 2 
Family Support and Training (FS&T) 0 2 2 
 
Table D-E.3 considers whether there was sufficient communication between the 
OP therapist and the CBHI service provider.  The response options for both 
caregiver and therapist were: yes, no, unsure, or no response.  Table D-E.3 
presents a count of the “yes” responses, and the percentages calculations are 
based on the yes count (numerator) and the total number of youth who utilized 
the service (denominator), as recalled by the caregiver and therapist. 
 
An analysis of Table D-E.3 shows that, with one exception, caregivers were more 
satisfied with the communication between OP therapist and the CBHI service 
provider than were the therapists.  The one exception was TM, where the 
therapists were more satisfied with provider communication than were the 
caregivers. 
Table D-E.3 Rating of Sufficient Communication between OP Therapists 
and CBHI Service Provider 
Sufficient Communication With Provider Caregivers: Yes 
Therapists: 
Yes 
Intensive Care Coordination (ICC) 1 of 1 (100%) 
2 of 3 
(66%) 
In-Home Therapy (IHT) 4 of 4 (100%) 
5 of 7 
(71%) 
Therapeutic Mentoring (TM) 10 of 14 (71%) 
15 of 15 
(100%) 
Mobile Crisis Intervention (MCI) 3 of 3 (100%) 
6 of 9 
(66%) 
In-Home Behavioral Services (IBHS) 1 of 1 (100%) 
2 of 2 
(100%) 
Family Support and Training (FS&T) 2 of 2 (100%) 
1 of 2 
(50%) 
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In Table D-E.4, the question is asked whether the communication between the 
OP therapist and CBHI service provider was helpful to the provision of services. 
As seen in Table x3, the caregivers were more positive about the value of this 
communication than were the therapists, with the same exception of TM. 
Table D-E.4 Rating of Helpful Communication between OP Therapist and 
CBHI Service Provider 
Communication Helpful 
To Service Delivery 
Caregivers: 
Yes 
Therapists: 
Yes 
Intensive Care Coordination (ICC) 1 of 1 (100%) 
2 of 3 
(66%) 
In-Home Therapy (IHT) 4 of 4 (100%) 
6 of 7 
(86%) 
Therapeutic Mentoring (TM) 11 of 14 (79%) 
15 of 15 
(100%) 
Mobile Crisis Intervention (MCI) 2 of 3 (66%) 
5 of 9 
(56%) 
In-Home Behavioral Services 
(IBHS) 
1 of 1 
(100%) 
2 of 2 
(100%) 
Family Support and Training 
(FS&T) 
2 of 2 
(100%) 
1 of 2 
(50%) 
 
Table D-E.5 presents a different question from the three preceding questions. 
The question posed to caregivers and therapists in Table D-E.5 concerns those 
youth who did not receive any other CBHI service beyond OP therapy.  The 
question asked of caregivers and therapists is whether CBHI services might have 
been helpful to the youth who only received OP therapy.  In this table, the count 
of “yes” is the numerator for the percentage calculation, and the denominator is 
the sum of youth who did not receive other CBHI services, as recalled by the 
caregivers and therapists and shown in Table D-E.1.  For example, regarding 
ICC services, one caregiver reported that one youth received ICC (as seen in 
Table D-E.1).  The denominator for this cell in Table D-E.5 is therefore 50 youth 
– one (1) who received ICC = 49 who did not receive ICC (as recalled by the 
caregiver). 
 
A review of the findings in Table D-E.5 shows that for all six CBHI services, many 
caregivers thought that additional CBHI service could have been helpful to the 
youth and their families.  This caregiver estimation of service need varied from 
86% (for TM) to 19% (for MCI).  It is interesting to look back to Table C.2 and 
note that the perceived need to a particular service is not correlated with the 
caregivers’ familiarity with the services.  For example, 78% of caregivers were 
familiar with IHT, but only 24% thought this service might be helpful.  The 
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caregivers’ perception of the youths’ need for service appears to be independent 
of service familiarity. 
 
As noted, Table D-E.5 shows that many caregivers would like their youth to 
receive other CBHI services in addition to OP therapy.  However, compared to 
caregivers, fewer therapists thought that the youth needed additional CBHI 
services.  A possible explanation for the differences in the therapists’ perception 
of need compared to the caregivers’ perception of need may be due to 
differences in knowledge about medical necessity criteria for CBHI services. 
Many caregivers (41%) said that ICC and IHT would have been helpful services 
in addition to OP therapy.  
 
In contrast, fewer therapists said that the youth could benefit from ICC (11%) or 
IHT (33%).  Since both ICC and IHT are CBHI Hub services, which provide 
services to youth with higher clinical risk profiles, it may be that fewer therapists 
thought the youth would meet the medical necessity criteria for these higher 
levels of care.  In other words, caregivers may believe a particular CBHI service 
would be helpful, but therapists may be viewing the youths’ need for service from 
the perspective of medical necessity, which would lead therapists to a more 
clinically driven determination of need. 
 
When caregivers were asked whether the six CBHI services would be helpful, 
they (duplicate count total = 109) 1were also asked to explain their answers (yes, 
no, or unsure).  A review of comments of caregivers who answered “yes” (the 
service would be helpful) is fruitful in better understanding the caregivers’ 
expression of service need.  Of the caregivers who said that one of the six CBHI 
listed in Table D-E.5, caregivers made 60 comments about their needs. 
 
Of the 60 caregiver comments with “yes” as the answer (that is, yes, the service 
would have been helpful), 22 comments (37% of 60) were qualified by the 
caregivers saying that: the service is currently being provided; the service was 
being arranged at the time of the interview; or that the service would have been 
helpful, but the youth would not (or had not) accepted the service.  A few 
caregivers said the service would be helpful, but added that their OP therapist 
was meeting their needs (one such response for ICC: “That would be great, but it 
sounds like what (OP therapist) is doing.  She’s very involved.  She talks to the 
teachers.”).  Two other caregivers said “yes” to the need for IHT because it would 
solve their transportation problems.  One caregiver said “yes” to the need for a 
Family Partner in the context of needing a babysitter (“It’s hard to get into 
something like this because I need a babysitter.”). Another who said “yes” to the 
need for a Family Partner said that she was getting “….something similar through 
DCF.” 
 
From this review of caregiver comments, it is apparent that some caregivers 
expressed a genuine need for CBHI services in addition to OP therapy (for 
example, ICC: “It probably would have saved a lot of stress on my child and 
1 Some caregivers said that multiple services would have been helpful. 
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myself.”); others did not fully understand the purpose of some of the additional 
CBHI services and still others indicated that, at the time of the interview, the 
service was desirable and was being provided or would be provided. 
 
Irrespective of a causal explanation of the caregivers’ perceived needs for 
services compared to the youths’ eligibility for the services, the data in Table D-
E.5 show that therapists should improve their review of CBHI services with 
caregivers at the outset of OP therapy to ensure that both the youth and 
caregiver are fully informed about CBHI service options and medical necessity 
criteria at the beginning of the therapeutic encounter.  (See recommendations 1 
and 2 in Section IV: Recommendations.) 
Table D-E.5 Rating of Potentially Helpful CBHI Services in Addition to OP 
Therapy 
Service Not Received, But Might 
Have Been Helpful 
Caregivers: 
Yes 
Therapists: 
Yes 
Intensive Care Coordination (ICC, 
a Hub service) 
20 of 49 
(41%) 
5 of 47 
(11%) 
In-Home Therapy (IHT, a Hub 
service) 
19 of 46 
(41%) 
14 of 43 
(33%) 
Therapeutic Mentoring (TM) 31 of 36 (86%) 
11 of 35 
(31%) 
Mobile Crisis Intervention (MCI) 9 of 47 (19%) 
6 of 41 
(15%) 
In-Home Behavioral Services 
(IHBS) 
12 of 49 
(24%) 
9 of 48 
(19%) 
Family Support and Training 
(FS&T) 
18 of 48 
(38%) 
8 of 48 
(17%) 
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Section F. State Agencies  
 
This section summarizes information about the involvement of the 50 selected 
youth and their caregivers in state agency services2.  The sources of information 
include the caregiver’s survey, OP therapist’s survey, and the medical record 
review.  The survey questions that are highlighted and analyzed in this section 
include those summarized in previous sections, specifically: 
• Which state agency services were utilized in addition to OP therapy? 
• Was there sufficient communication between the OP therapist and the 
state agency caseworkers? 
• Was the communication between the OP therapist and the state agency 
caseworkers helpful to the youth and caregiver? 
• If the youth did not receive services from the state agencies, might those 
services have been helpful? 
 
Table F.1 lists the four state agencies that serve CBHI youth and Probation 
Services.  Table F.1 presents a count, as recalled by caregivers and therapists, 
of youth involvement in the four state agencies and Probation Services.  As seen 
in other sections, there are differences in the recollections of caregivers and 
therapists in youth involvement, although the differences are small.  As a 
counterpoint to the recollections, the documentation of agency involvement as 
evidenced in the medical records is included.  
 
Table F.1 shows that the DCF has the highest rate of involvement (approximately 
30%) of the 50 youth in the sample.  For other agency services, including 
Probation Services, the rates of involvement range from 2% to 6%.  The youth in 
this study sample had no DYS involvement. 
Table F.1 Caregivers’ and Therapists’ Count of Youth Receiving State 
Agency Services 
Received State Agency Services Caregivers: Yes 
Therapists: 
Yes 
Medical 
Record 
Dept. of Child and Family Services (DCF) 16 14 13 
Dept. of Mental Health (DMH) 1 1 0 
Dept. of Developmental Services (DDS) 2 3 2 
Dept. of Youth Services (DYS) 0 0 0 
Probation Services 2 3 2 
2 Note: there are several other state agencies that serve children and adolescents; 
however, the agencies listed in Table F.3 are the most frequently used by MassHealth 
youth. 
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For those youth receiving agency services, Table F.2 shows the ratings of the 
caregivers and therapists regarding whether there was enough communication 
between the OP therapists and agency caseworks. 
 
As with any third party, the three-way path of communications between the youth 
and caregiver, OP therapist, and agency caseworker is complex.  Information 
might flow between the caseworker and youth, but not the caregiver; or between 
the therapist and caseworker, but not the youth and caregiver.  With respect to 
DCF, the majority of both caregivers and therapists reported that there was 
enough communication among the parties.  Based upon caregivers’ comments, 
communication appears to work best when the caregiver feels trust for both the 
caseworker and the therapist, so that if there are lapses in communication, the 
caregiver has confidence that the youth’s issues are being satisfactorily 
addressed.  
 
The sufficiency of communications is more difficult to assess in the other 
agencies with low numbers of youth.  However, regardless of whether many or 
few youth are served by an agency, the dynamics of good communications are 
the same: the caregiver needs to be able to trust that both the therapist and 
agency caseworker are working toward shared goals on behalf of the youth and 
that there is a reasonable communication path to the caregiver and youth. 
Table F.2 Ratings of Sufficient Communication between OP Therapists and 
State Agency Staff 
Sufficient Communication 
With State Agency  
Caregivers: 
Yes 
Therapists: 
Yes 
Department of Child and Family 
Services (DCF) 
12 of 16 
(75%) 
11 of 14 
(79%) 
Department of Mental Health 
(DMH) 
0 of 1 
(0%) 
0 of 1 
(0%) 
Department of Developmental 
Services (DDS) 
1 of 2 
(50%) 
1 of 3 
(33%) 
Department of Youth Services 
(DYS) 
0 of 0 
N/A 
0 of 0 
N/A 
Probation Services 1 of 2 (50%) 
1 of 3 
(33%) 
 
Table F.3 considers the question of whether the communications between the 
OP therapists and agency caseworkers were helpful to the caregivers and youth. 
Similar rates of satisfaction are seen in both Tables F.2 and F.3.  However, for 
DCF, one caregiver gave a lower rating of the communication helpfulness.  For 
DDS, one caregiver reported that the communication was helpful (Table F.3), 
even though the communication was not sufficient (Table F.2).  In all other 
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instances, the ratings of “enough communication” and “helpful communication” 
were linked for both caregivers and therapists. 
Table F.3 Ratings of Helpful Communication between OP Therapist and 
State Agency Staff 
Communication Helpful 
To Service Delivery 
Caregivers: 
Yes 
Therapists: 
Yes 
Department of Child and Family 
Services (DCF) 
11 of 16 
(69%) 
11 of 14 
(79%) 
Department of Mental Health 
(DMH) 
0 of 1 
(0%) 
0 of 1 
(0%) 
Department of Developmental 
Services (DDS) 
2 of 2 
(100%) 
1 of 3 
(33%) 
Department of Youth Services 
(DYS) 
0 of 0 
N/A 
0 of 0 
N/A 
Probation Services 1 of 2 (50%) 
1 of 3 
(33%) 
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Section G. Community-Based Services and Supports 
 
The survey questions in Section G focus on the youth and caregivers receiving 
community-based provider services and support in addition to services from the 
OP Hub therapists.  The services from network providers are listed in Table G.1, 
and include non-provider supports from family members and friends.  As seen in 
previous sections, the number of youth receiving additional services and 
supports is based on the recollections of caregivers and therapists, as well as an 
audit of the youths’ medical records.  
Table G.1 Caregivers’ and Therapists’ Count of Youth Receiving 
Community-Based Services and Supports 
Received Community-Based 
Services and Supports 
Caregivers: 
Count  
Therapists: 
Count 
Medical 
Record: 
Count 
G.1 Primary Care Physician 
(PCP) 49 42 37 
G.2 Psychiatrist 25 24 9 
G.3 Medication management (by 
a non-psychiatrist prescriber) 7 6 N/A
3 
G.4 Psychiatric hospital/CBAT 4 3 1 
G.5 Substance use disorder 
services 0 0 0 
G.6 Other OP services 9 7 224 
G.7 Family members who were 
helpful 29 29 4 
G.8 Friends who were helpful 23 14 0 
 
Table G.1 shows that the youth in the study sample most frequently received 
services from their PCP, followed by the medication management services of a 
3 Medication Management by a non-psychiatrist was not included in the medical record 
review protocol. 
4 This measure should be an unduplicated count of youths’ medical records showing 
documentation of OP services other than OP Hub therapy.  However, given the audit 
challenges of counting and classifying multiple documents, this youth count of “22” may 
contain duplicate counts of youth, so that the actual unduplicated count may be closer to 
the therapist and caregiver reports. 
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psychiatrist.  A relatively smaller number of youth received medication 
management services from non-psychiatrist prescribers.   
 
About half of the youth in the sample had the support of family members and 
friends.  This support was less well documented in the medical records, primarily 
because many of these informal support individuals did not have signed releases 
of information that would allow the therapist to communicate with the extended 
family member or friend. 
 
It is notable that none of the 50 youth in the sample received services from 
substance use disorder providers.  The reasons for this lack of utilization cannot 
be explained by the survey results.  This issue is addressed in Section IV: 
Recommendations. 
 
Table G.2 shows the ratings of caregivers and therapists regarding whether there 
was enough communication between the OP therapists and other community-
based service providers and supports.  The percentage of “yes” responses 
ranges from 50% to 100%, indicating that the large majority of both caregivers 
and therapists were in agreement that there was sufficient communication.  It is 
interesting to note that OP therapists were less satisfied with the sufficiency of 
communication with the PCP and the psychiatrist compared to caregiver ratings. 
Presumably, therapist would have liked more frequent communications with 
PCPs and psychiatrist.  
Table G.2 Ratings of Sufficient Communication between OP Therapists and 
Community-based Services and Supports 
Sufficient Communication 
With Community-Based Services and 
Supports 
Caregivers: 
Yes 
Therapists: 
Yes 
G.1 Primary Care Physician (PCP) 39 of 49 (80%) 
30 of 42 
(71%) 
G.2 Psychiatrist 21 of 25 (84%) 
17 of 24 
(71%) 
G.3 Medication management (by a non-
psychiatrist prescriber) 
4 of 7 
(57%) 
4 of 6 
(66%) 
G.4 Psychiatric hospital/CBAT 2 of 4 (50%) 
3 of 3 
(100%) 
G.5 Substance use disorder services 0 0 
G.6 Other OP services 6 of 9 (66%) 
6 of 7 
(86%) 
G.7 Family members who were helpful 29 of 29 (100%) 
23 of 29 
(79%) 
G.8 Friends who were helpful 23 of 23 (100%) 
10 of 14 
(71%) 
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Table G3 presents caregivers’ and therapists’ ratings of the helpfulness of 
communications.  For this question, caregivers were noticeably less satisfied that 
the communication was helpful, primarily between the PCP and therapist.  When 
reviewing the comments that some caregivers gave in response to this question, 
most of the respondents said that the communication between OP therapists and 
PCP was “not needed” or “not applicable.”  Consequently, the fewer “yes” 
responses to the question posed in Table G.3 about the helpfulness of 
communication between the PCP and therapist does not necessarily reflect a 
dissatisfaction with the communications, but rather the lack of need for such 
communications. 
Table G.3 Ratings of Helpful Communication between OP Therapists and 
Community-Based Services and Supports 
Communication Helpful 
To Service Delivery 
Caregivers: 
Yes 
Therapists: 
Yes 
G.1 Primary Care Physician 
(PCP) 
13 of 49 
(27%) 
17 of 42 
(40%) 
G.2 Psychiatrist 18 of 25 (72%) 
18 of 24 
(75%) 
G.3 Medication management (by 
a non-psychiatrist prescriber) 
4 of 7 
(57%) 
5 of 6 
(83%) 
G.4 Psychiatric hospital/CBAT 3 of 4 (75%) 
3 of 3 
(100%) 
G.5 Substance use disorder 
services 0 0 
G.6 Other OP services 6 of 9 (66%) 
5 of 7 
(71%) 
G.7 Family members who were 
helpful 
11 of 29 
(38%) 
7 of 29 
(24%) 
G.8 Friends who were helpful 2 of 23 (9%) 
0 of 14 
(0%) 
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Section H. Schools, Special Education, and After-School 
Support Programs 
 
Section H explores the services and supports that the youth and caregivers 
received from the schools5 and the extent to which the OP therapists helped to 
facilitate communication with the schools.   
 
Table H.1a shows that both caregivers and therapists were largely satisfied with 
the sufficiency of communication between the OP therapist and the schools.  In 
part, these ratings that communication was “good enough” can be explained by 
comments from caregivers who said that such communications were “not needed” 
because their youth did not have problems at school, which means that there 
was no need for communication between therapists and schools.  In Table H.3a, 
below, the issue of youth with school-related problems is further explored. By 
caregivers’ counts, 60% of the youth in this study sample did not have school-
related problems (see Table H.3a). 
Table H.1a Ratings of Sufficient Communication between OP Therapists 
and Schools 
 Caregivers: Yes 
Therapists: 
Yes 
Sufficient communication 
between OP therapists and 
schools 
40 of 50 
(80%) 
39 of 50 
(78%) 
 
Table H.1b considers the question of whether the communication between the 
schools and OP therapists was helpful to the delivery of services to the caregiver 
and youth.  For this question, 16 (32%) of the caregivers didn’t respond, 
presumably because their youth had not school problems so there was no need 
for helpful communication.  Only five (10%) of the caregivers said that 
communication was not helpful, and four (8%) were “unsure.”  When excluding 
the 16 caregivers who did not respond to this question, the rate of caregivers 
who found the communication helpful is 74% (25 of 34 caregivers). 
Table H.1b Ratings of Helpful Communication between OP Therapists and 
the Schools 
 Caregivers: Yes 
Therapists: 
Yes 
Communication helpful between 
therapists and schools 
25 of 50 
(50%) 
32 of 50 
(64%) 
 
Table H.2 presents caregivers’ and therapists’ responses to the question: Did 
your youth have an Individual Education Plan (IEP) or other special education 
5 Forty-seven of the 50 youth in the sample were school age.  One of the 47 students 
was home-schooled and received no services from the local school district. 
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needs?  The caregivers who said “yes” to this question are greater than that of 
the therapists (66% vs. 50%, respectively).  It should be noted that having an IEP 
does not imply that the youth is having problems at school.  The question of need 
for specialized assistance is addressed in Table H.3a, below.  In addition, of the 
33 caregivers (66%) who responded “yes” to this question about an IEP, five (5) 
caregivers (10%) said that their youth had a 504 Plan, which specifies necessary 
accommodations without specifying the need for special education. 
Table H.2 Youth with Individual Education Plans 
 Caregivers: Yes 
Therapists: 
Yes 
Youth with Individual Education 
Plans 
33 of 50 
(66%) 
25 of 50 
(50%) 
 
In Table H.3a, the survey protocol for therapists asked the question: During the 
time that you worked with the youth, did s/he have problems at school?  This 
same question was not asked of caregivers.  By the therapists’ responses, 37 
youth (74%) were having problems at school.  In their comments about this 
question, therapists described a variety of behavior problems, some of which 
were transitional for youth who were new to a school, and others of which were 
long-term. 
Table H.3a Youth Having Problems at School 
 Therapists: Yes 
Youth having problems at school 37 of 50 (74%) 
 
In Table 3.Hb, both caregivers and therapists reported that 20 youth (40%) 
needed assistance with school services and supports.  Comments in response to 
this question by both caregivers and therapists emphasized the importance of 
good communication for making the assistance effective for the youth. 
Table H.3b Caregivers’ and Therapists’ Count of Youth Needing Assistance 
with School Services and Supports 
 Caregivers: Count  
Therapists: 
Count 
Youth needing assistance with 
school services and supports 20 20 
 
As shown in Table H.3c, the greater majority of caregivers and therapists rated 
the assistance that was provided in cooperation with the schools as helpful to the 
youths’ educational experiences.  Several comments noted the helpful role of the 
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therapist as a neutral negotiator of differences between the caregivers and the 
schools. 
Table H.3c Ratings of Assistance as Helpful between OP Therapists and 
Schools 
 Caregivers: Yes 
Therapists: 
Yes 
Assistance helpful between therapists, schools 17 of 20 (85%) 
16 of 20 
(80%) 
 
Table H.4a asks caregivers and therapists whether their youth needed help in 
accessing after-school services and supports.  Based upon the recollection of 
caregivers and therapists, about one-quarter to one-third of the youth needed this 
help. 
Table H.4a Number of Youth Needing Assistance with After-School 
Programs and Supports 
 Caregivers: Count  
Therapists: 
Count 
Youth needing assistance with after-school programs 
and supports 
13 of 50 
(26%) 
19 of 50 
(38%) 
 
Table H.4b shows that caregivers were largely satisfied (85%) with the 
communication between therapists and after-school staff, whereas the OP 
therapists were less satisfied (58%). 
Table H.4b Ratings of Sufficient Communication between OP Therapists 
and After-School Staff 
 Caregivers: Yes 
Therapists: 
Yes 
Communication between OP therapists and after-
school staff was sufficient 
11 of 13 
(85%) 
11 of 19 
(58%) 
 
In Table H.4c, both the caregivers and the therapists rated the helpfulness of the 
communication with the school much lower than the sufficiency of the 
communication.  
Table H.4c Ratings of Assistance as Helpful between OP Therapists and 
After-School Staff 
 Caregivers: Yes 
Therapists: 
Yes 
Assistance was helpful between therapists and after-
school staff 
3 of 13 
(16%) 
4 of 19 
(21%) 
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IV. RECOMMENDATIONS 
 
1. Ensure that caregivers are aware, understand, and know how to access 
CBHI services by providing the OP therapist with training and educational 
materials.  MCEs should train therapists to provide an overview of the 
CBHI services along with a resource toolkit, including pertinent materials 
to be given all caregivers during the initial sessions of working with a youth.  
An example of an information document is: “Worried about the way your 
child is acting or feeling?” 
 
2. Hold OP therapists accountable for ensuring that caregivers are aware of 
CBHI services and how to access them.  MCEs should expect OP 
therapists to ask caregivers to sign a document attesting to their having 
been provided an overview of CBHI services by the therapist.  This 
attestation should reside in the youth’s medical record and should be 
reviewed for compliance through medical record reviews. 
 
3. Develop a toolkit for the Outpatient Hub provider that will be given to 
caregivers and will include the following information: 
a. Resources for parents, such as NAMI and PAL 
b. A CBHI overview and educational materials 
c. An overview of what caregivers should expect from their outpatient 
provider who is serving as the “Hub” for their care 
 
4. It is understood that as part of the online CANS certification and 
recertification process for providers, the website will be modified provide 
an overview of the CBHI services, including scenarios of youth who would 
meet the medical necessity criteria for these services.  The provider 
seeking certification or recertification will be required to answer questions 
related to CBHI services in order to be certified or recertified.  This 
accountability protocol will ensure that providers have a clear 
understanding of the range and use of CBHI services. 
 
5. It is notable that of the 50 selected youth, none were noted to be involved 
with substance use disorder services by the caregivers or therapists.  This 
may be explained by the young age of the 50 randomly selected for this 
study (average age = 12.4 years), but does merit further investigation with 
providers to ensure that they are screening youth for substance use 
disorder. 
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